The Problem
Most psychiatric outpatient clinics have a proportion of patients who are chronic attenders and who resist all attempts at discharge. These patients are usually taking one or more kinds of medication and any attempt to make changes in these is strongly resisted.
It is interesting to speculate why these patients keep returning to the clinic for years, especially when attendance can involve physical, financial and psychological hardships; also, what is the nature of the relationship between the patient and the clinic staff, and the dynamics of this interaction; what are the main sociocultural and socioeconomic features of such a clinic population and, finally, what therapeutic strategies can be employed to realize the goals of treatment.
The Setting
In the Outpatient Department of the Allan Memorial Institute in Montreal, a 'Continuous Treatment Clinic' (C.T.C.) has been developed for non-schizophrenic and non-geriatric patients. This clinic was started in 1964, in an attempt to develop a method of treatment different from the ongoing classical type given at most outpatient clinics, where patients are seen briefly by residents, given a prescription and told to return after a specified period of timeusually for renewal of prescriptions. Some patients in these clinics continue to attend indefinitely and it is virtually impossible to discharge them. 16 (1971) Rather than developing the usual relationship to the therapist, it appeared that these patients were committed to, or were engaged in a relationship with the 'clinic' which represented the amorphous institution, the hospital. This relationship has also been labelled 'institutional transference'.
Institutional transference, a phenomenon in which the individual shows a preference to cathect an organization rather than a person, was first described by Reider, a psychoanalyst (7). It occurs not only in psychiatric outpatient clinics but in 'every type of institution which has any characteristic of benevolence.' The concept has been further elucidated by Safirstein (8, 9) . Other _clinics similar to the one under discussion have been described by MacLeod and Middleman (3) and Rada (6) .
Accepting this phenomenon of institutional transference, a new strategy was devised to handle the ever increasing number of patients in this clinic -from fourteen in 1964 to two hundred in 1967. It was therefore necessary to reduce the size of the population of the clinic. The strategy involved 'disengagement', a term defined by Cumming and Henry (1) as a "... process in which many of the relationships between a person and other members of society are severed and those remaining are altered in quality." The word 'discharge' denotes a finality which is seldom actually achieved in a psychiatric outpatient clinic. As Safirstein (9) remarks: "Once an aftercare patient, always an aftercare patient." But if the patient's relationship to the clinic can be changed in such a way that his regular attendance becomes unnecessary, then the same result is achieved. The concept of 'disengagement' appears to describe most adequately this change in relationship between the patient and the clinic.
There are, therefore, two processes involved: 1) the patient-clinic relationship, or institutional transference and, 2) the pro-cess whereby the patient ceases to be a regular member of the clinic, or disengagement.
1) Patient-clinic Relationship
Although the patient must be considered to be an integral part of the clinic, for the purposes of analysis he can be conceptualized as a single unit with the doctor, nurse and social worker together as another unit. The individual physician is an inconstant figure but the clinic has many features which give it a stable and permanent structure. There is often a different doctor in attendance, but the same nurse attends and the same secretary-receptionist is always present. The clinic is held in the same place, at the same time and on the same day of every week.
The aim of the clinic is a therapeutic one and the ultimate goal is the discharge of the patient, but when he 'refuses' to be discharged a situation develops in which the resource expenditure by the clinic seems greater than gain to the patient. It is then that complaints are made about 'wasting' the time of the doctors and that of the rest of the staff and also of chronic patients 'unnecessarily' consuming large quantities of expensive drugs.
By the time the patient is admitted to the clinic his status as a patient has been well defined but he needs the clinic to reo inforce his sick role, and so makes repeated visits. There may also be secondary gains involved which help to keep the transaction a 'profitable' one for the patient. A sudden unilateral attempt to discharge the patient and so end the transaction can trigger a dramatic reaction; for example, acute anxiety and an exacerbation of symptoms.
The factors giving rise to the development of institutional transference may reside both in the structure of the clinic and in the patients themselves.
a) The Structure of the Clinic.
Psychiatrists who advocate continuity of treatment by a single therapist are really paying homage to the value of the transference phenomenon. In an outpatient clinic where the 'therapist' is constantly changing and where he is unable to spend more than a few minutes with each patient, it becomes very difficult for a one-to-one transference to develop. It can be postulated that these patients do not come to see a particular doctor, but that they come to the clinic, and the prescription which they inevitably receive from the doctor appears only to legitimize their visit.
The attitude of the doctor to the patients may also play a part in the development of institutional transference and a serious negative counter-transference attitude on the part of the therapist often develops. The frustration of dealing with a patient who refuses to get better or be discharged frequently produces a situation where some therapists cancel their appointments frequently and at the slightest excuse, come late or forget entirely, to the chagrin and great distress of the patient.
Because of this and the underlying negative attitudes which they sense, patients frequently respond to the threat of discharge both from the clinic and from their sick role with the development of greater symptomatology, necessitating more treatment and often more tests. These symptoms not infrequently are of a 'physical' nature, so that the resulting referral to and consultation with other departments in the hospital may act as a way out of the impasse between the therapist who is determined to cure or discharge and the patient who is determined to maintain his usual clinic role.
b) The Patients
At the end of 1967 the clinic was composed mainly of patients falling into the following major descriptive categories: Age: 80 per cent were over 40; Sex: 70 per cent were female; Social class: Over 90 per cent were recorded as being in classes IV and V.
Since the New Haven studies of Hollingshead and Redlich (2) a great deal has been written of patients from social class V, also now designated as 'the poor'. Of interest to us here is the alleged inability of this group to engage in a meaningful psychotherapeutic relationship. And a large num-ber of those who do find themselves in such a relationship usually drop out of treatment. Thirty per cent of patients in this clinic were referred by hospital psychiatrists, and another 50 per cent from other outpatient clinics. Thus 80 per cent of the patients had been receiving some form of psychotherapy, but without much success.
It would appear, therefore, that patients from social classes IV and V are especially suited to a clinic such as the C.T.C., where the intense one-to-one psychotherapeutic relationship is deliberately avoided. Instead, the patient can develop a transference to the clinic, a relationship which this type of patient appears quite capable of handling.
c) Individual Psychological Factors
Institutional transference does not appear to be confined to patients of any particular diagnostic category. In the C.T.C., however, schizophrenics and geriatric patients were excluded since there were separate clinics for them.
Reider (7) characterizes patients who develop institutional transference as individuals who have an infantile and hence magical view of therapy. He postulates that these patients actually desire a close relationship with their therapist which they cannot obtain in the clinic setting, and hence develop a transference to the more inanimate clinic. What appears to be the case is that they have a need for "magical narcissistic supplies" ( described at length later on by Myers and Roberts (4) in their New Haven study of social class V patients), but these supplies cannot be obtained in the usual psychotherapeutic relationship. Prince (5) suggests that lower class patients are "unable" to engage in insight psychotherapy because of personality factors. These include "inability to delay gratification, an inveterate need for direction and authority, a limited awareness of the inner life coupled with a verbal style unsuited to subtleties of description and a marked proclivity for acting out."
This inability to engage in a meaningful dyadic relationship with a therapist seems to be a characteristic of the patients in this study, and attempts to force this relationship on to this type of patient appear to lead only to failure for all concerned.
2) Disengagement
In the C.T.C. disengagement was promoted in two ways. In the first place a therapeutic atmosphere conducive to disengagement had to be established in the clinic. Secondly, the patient had to come to the realization that his own status in the clinic was a secure one. This demanded a genuine acceptance by the clinical staff, who had to reorientate their own attitudes towards this type of patient.
When the patient achieves these feelings of security in the clinic, that is when positive transference to the clinic has reached an optimum level, then the patient is ready to disengage. Disengagement does not imply a severance of this relationship although its nature is altered.
This new approach necessitated certain physical changes in the orthodox type of outpatient clinic. In the new nT.C. setting patients are not seen by the doctors privately but instead the large waiting room became the therapeutic milieu, patients being seen in order of their arrival with no appointments made.
Two residents attend the clinic and occupy desks placed on one side of the waiting room in full view of all the patients. They see alternate patients who have no particular claim on anyone resident. While the clinic is in progress the nurse who attends every week and a social worker circulate and converse with the patients. Refreshments are available from machines, and the patients are encouraged to socialize with one another.
At the end of each clinic a meeting is held with the two residents, the nurse, the social worker and the psychiatrist in charge of the Outpatient Department, at which all the cases are discussed and future strategy planned, including overall clinic policy. This meeting is vital to the morale and progress of those working in the clinic.
Patients are not given a definite date when to return, but are simply told to come back when they feel they need help.
A specific quantity of drugs had to be prescribed (maximum one month's supply), but a system was later devised whereby the patient could obtain an additional month's supply without having to return to the clinic. This tended to affect the frequency of the patient's visits.
A deliberate attempt was made, therefore, to create an atmosphere which would: a) promote transference to the clinic and, b) induce disengagement. Both of these processes involved an acceptance by the patient of the clinic and the hospital as an institution which would stand behind him whenever he might need it. In this regard the clinic nurse and the social worker have a special role.
The nurse acts as a stable, welcoming and continuous figure in the C.T.C., and is able to provide a good relationship with patients, thus becoming a permanent source of help.
This support is rendered primarily through clinic visits and telephone conversations. During crises home visits are made or individual appointments given. This approach enhances an institutional alliance through which personal closeness and distance can be maintained at a level optimal for each patient's adaptation.
There is a marked tendency for the patients to interact freely with the nurse. As the average patient's attendance is once every six. to eight weeks, there is a constant change in the composition of the group attending every week and therefore little opportunity for patients to establish spontaneous relationships with one another.
The presence of a social worker helps both patients and staff by providing ready guidance and assistance with the many thorny social problems that frequently arise.
Results
Of the cohort of patients initially examined in November and December of 1967, by March 1970, 75 per cent were still attenting the clinic and 25 per cent had been discharged.
Discussion
Thus disengagement as a policy did not produce any significant decline in the active clinic population, but once the encrusted chronicity of the patient population was recognized and accepted, a satisfactory relationship between the patient and the clinic staff developed. Disengagement from the intense and often stormy one-to-one relationships did not result in any major difficulties for the patients. The enhancement of the relationship between the patient and the clinic can be seen in the fact that most of the patients were still attending. There was also a very low incidence of serious relapse, in that only a few patients had to be admitted to psychiatric hospitals. Considering the chronicity of the patients' illness to begin with, little or no deterioration took place despite the absence of the usual kind of active treatment.
Little negative feeling regarding the clinic was expressed directly or indirectly. An indication of this feeling on the part of patients is often represented by visits to an emergency room out of clinic hours. In a recent check of more than two hundred and fifty active patients only twelve visits to the emergency room in an entire year were recorded; some of these were multiple visits by one patient.
In keeping with the policy that no patient is discharged from the clinic, questionnaires were sent regularly to those patients who had not attended the clinic for a period of six and then twelve months.
Recently such a questionnaire was sent to fifty patients and twenty-three replied. Seven patients came back for active treatment. The high response rate and the kind of responses received were indicative of the usually expressed feelings by the patients that they saw the clinic staff as being genuinely interested in them. Knowing they were welcome to return at any time sustained many during periodic crises.
The reasonably flexible nature of the clinic structure has allowed patients to satisfy their dependency needs; more at times of crises and less at other times.
Care has been taken by the staff not to feel satisfied or complacent but to view the clinic as a preferable alternative to the traditional approach. Changes are made when needs can be identified. Most successful has been the formation of small groups oriented to the level of social interaction.
Initial resistance on the part of the staff was high and was based on the belief that patients were being deprived of adequate therapy, but when the results of the clinic operation were clarified they became quite creative in making plans for changes. As a result special social groups have been started and more staff added. The clinic has lost its reputation as a dumping place for 'crocks' and its usefulness in the overall operation of the Outpatient Department is generally acknowledged, providing a boost in morale for the C.T.C. staff.
The chronically ill referred to in this paper, that is those with inadequate personalities and large dependency needs, will always be. with us, and so far no definitive therapeutic approach has been found. The C.T.C. approach has mainly been a treatment setting, providing a suitable compromise for patients and therapists alike, where there is friendliness, dignity and efficiency.
Summary
This paper describes an outpatient clinic where many of the patients are chronic attenders who resist all attempts at discharge. Their dependency needs and the difficulty of one-to-one treatment are outlined. On the one hand there is the almost insatiable demand for magical medications, and on the other the frustration of the therapists trying to deal with this situation. To circumvent these difficulties, the concept of institutional transference was fostered by a policy of disengagement. As a result a flexible therapeutic set up was evolved allowing for the fulfillment of dependency needs and the maintenance of satisfactory morale, not only among the patients but also among the entire treatment staff. The clinic, instead of being viewed as merely a place for difficult and incurable patients, is now seen as a useful alternative in the treatment armamentarium of the outpatient department. 
